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Cuestion't Which statement best describes medication reconciliation? 

10. 53213 

Sones Select one: 

Y Fag question 

B Process used only when patients are admitted to a hospital in order to identify an up-to-date x 
c S 


Documentation regarding changes and counseling on new medications % 
Documentation on desired outcomes and recommendations about medications % 


A process by which discrepancies in medications are ¥ z 

identified through the collection of an up-to-date Rose Wang (ID:113212) this answer 

medication history is correct. This statement is most 
correct. 


Mares for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand what constitutes a medication reconciliation. 


BACKGROUND: 


Medication reconciliation involves collecting information regarding the patient's medication history (ex. Best 
Possible Medication History). This component is part of the “findings” of documentation. Assessment and 
management are other components of documentation which are equally important. The assessment would 
include information such as drug-related issues whereas management would include therapeutic options and 
a monitoring plan. Various documentation templates exist, one of which is the SOAP note. 

Medication reconciliation involves the creation of a list of a patient's previous and current medications, along 
with a resolution for any discrepancies. It is performed anytime the patient is transferred from one health- 
care setting to another where medication therapy changes are made. The purpose of medication 
reconciliation is to prevent medication errors such as: drug or therapeutic duplications, drug or therapeutic 
exclusions, drug interactions and drug regimen inconsistencies. 


RATIONALE: 


Correct Answer: 


* A process by which discrepancies in medications are identified through the collection of an up- 
to-date medication history - This statement is most correct. 


Incorrect Answers: 


* Process used only when patients are admitted to a hospital in order to identify an up-to-date 
medication history - Medication reconciliation is performed anytime the patient is transferred from 
one health-care setting to another where medication therapy changes are made, 


* Documentation regarding changes and counseling on new medications - Medication 
reconciliation should include both previous and current medication lists, along with a resolution for 
any discrepancies. 


+ Documentation on desired outcomes and recommendations about medications - Medication 
reconciliation should include both previous and current medication lists, along with a resolution for 
any discrepancies. 


TAKEAWAY/KEY POINTS: 


The medication reconciliation process involves a detailed medication history for a patient to prevent 
medication errors. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
https://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Barnsteiner JH. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Chapter 38 
Medication Reconciliation. Agency for Healthcare Research and Quality. 


htto://www.ncbi.nlm.nih.gov/books/NBK2648/. 


The correct answer is: A process by which discrepancies in medications are identified through the collection 
of an up-to-date medication history 


Question 2 
1D: 53212 
Corect 


Fag question 


Question 3 
Io: 


Incorrect 


Fag question 


Hospital pharmacists involved in medication management: 


Select one: 
Reduce adverse effects and re- v 
hospitalization Ni Rose Wang (ID:113212) this answer is correct. This 
statement is true. 
Increase costs related to medication therapy % 
Increas@ re-hospitalization events X 
Increase adverse effects X 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the results of medication management. 


BACKGROUND: 


Medication reconciliation involves collecting information regarding the patient's medication history (ex. Best 
Possible Medication History). This component is part of the “findings” of documentation. Assessment and 
management are other components of documentation which are equally important. The assessment would 
include information such as drug-related issues whereas management would include therapeutic options and 
a monitoring plan. Various documentation templates exist, one of which is the SOAP note. 


Medication reconciliation involves the creation of a list of a patient's previous and current medications, along 
with a resolution for any discrepancies. It is performed anytime the patient is transferred from one health- 
care setting to another where medication therapy changes are made. The purpose of medication 
reconciliation is to prevent medication errors such as drug or therapeutic duplications, drug or therapeutic 
exclusions, drug interactions and drug regimen inconsistencies. 


Medication management is done by the optimization of drug therapy in order to improve patient outcomes, 
reduce adverse effects and re-hospitalization events, as well as to reduce costs related to medication therapy. 


RATIONALE: 
Correct Answer: 


© Reduce adverse effects and re-hospitalization events - This statement is true. 


Incorrect Answers: 
* Increase costs related to medication therapy - This statement is false. 
* Increase re-hospitalization events - This statement is false. 


e Increase adverse effects - This statement is false. 


TAKEAWAY/KEY POINTS: 


Medication management improves patient outcomes, reduces adverse effects, reduces re-hospitalization 
events, and reduces costs related to medication therapy. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
httos://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Barnsteiner JH. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Chapter 38 
Medication Reconciliation. Agency for Healthcare Research and Quality. 
htto://www.ncbi.nlm.nih.gov/books/NBK2648/ 


The correct answer is: Reduce adverse effects and re-hospitalization events 


Which of the following statements regarding the Institute for Safe Medication Practices (ISMP) is FALSE? 


Select one: 
ISMP is a profit-oriented organization that promotes safe medication practices Y 
ISMP develops quality improvement programs for use by healthcare communities % 
ISMP disseminates information regarding safe medication practices X% 
ISMP reviews and analyzes medication incidents * 


as well as near-miss reports Rose Wang (ID:113212) this answer is 
incorrect. This statement is true. 


Marks for this submission: 0.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 

for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. 


RATIONALE: 
Correct Answer: 


+ ISMP is a profit-oriented organization that promotes safe medication practices - This statement 
is false because the ISMP is a non-profit organization. 


Incorrect Answers: 


ISMP develops quality improvement programs for use by healthcare communities - This 
statement is true. 


ISMP disseminates information regarding safe medication practices - This statement is true. 


ISMP reviews and analyzes medication incidents as well as near-miss reports - This statement is 
true. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that helps review and analyze medication incidents in order to 
educate and prevent future similar occurrences. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp 


The correct answer is: ISMP is a profit-oriented organization that promotes safe medication practices 


Question 4 Which of the following is FALSE regarding Best Possible Medication History (BPMH)? 


1D. 53197 


Select one: 


‘i : z : TER 

ges BPMH is collected through a systematic process of interviewing 

za BPMH should be completed using multiple sources on information % 
BPMH is completed to reduce harm and identify errors in prescribing X 


BPMH is collected only by using VY 
patient vials and documenting 
dosage 


Rose Wang (ID: 113212) this answer is correct. This 
statement is false as multiple sources of information should 
be used. 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand what constitutes a Best Possible Medication History (BPMH). 


BACKGROUND: 


Medication reconciliation involves collecting information regarding the patient's medication history (e.g. Best 
Possible Medication History). BPMH is completed by using a systematic process of interviewing where the 
patient is a crucial component of gathering medication information. BPMH should be done using at least 2 or 
more reliable sources of information to obtain and verify all the medications (prescription and non- 
prescription). Complete documentation of drug names, dose, and frequency should be verified with the 
patient. Obtaining a medication history is different from BPMH. BPMH involves a comprehensive process of 
gathering medication information using multiple sources of information, It is a snapshot of how the patient 
uses the medications, which may be different from what is indicated on the containers or pharmacy records. 
BPMH reduces potential errors and harm to the patient. 


RATIONALE: 
Correct Answer: 


* BPMH is collected only by using patient vials and documenting dosage - This statement is false as 
multiple sources of information should be used. 


Incorrect Answers: 


* BPMH is collected through a systematic process of interviewing - This statement is true. 


Question 5 
1D:33198 


Corect 


Fag question 


Question 6 


ID: 53207 


* BPMH should be completed using multiple sources of information - This statement is true. 


* BPMH is completed to reduce harm and identify errors in prescribing - This statement is true. 
TAKEAWAY/KEY POINTS: 


A BPMH is used to gather medication information for a patient by using multiple sources. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
httos://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Barnsteiner JH. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Chapter 38 
Medication Reconciliation. Agency for Healthcare Research and Quality. 
htto://www.ncbi.nlm.nih.gov/books/NBK2648/ 


The correct answer is: BPMH is collected only by using patient vials and documenting dosage 


Which of the following statements regarding the Canadian Medication Incident Reporting and Prevention 
System (CMIRPS) is correct: 


Select one: 
Collect data regarding medications X 
Facilitate collection and reporting of v 3 
medan AtS Rose Wang (ID:113212) this answer is 
correct. This statement is true. 
Develops quality improvement programs for use by healthcare communities X 


CMIRPS promotes medication use % 


Marks for this submission: 1.0/1.0. 
TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Canadian Medication Incident Reporting and Prevention System (CMIRPS). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 

for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. 


The Canadian Medication Incident Reporting and Prevention System (CMIRPS) is a Canada-wide program 
together with Health Canada, ISMP, and the Canadian Patient Safety Institute (CPSI) with the purpose to 
reduce and prevent medication incidents through reporting and reviewing such incidents to minimize 
recurrence. The CMIRPS facilitates the collection, analysis and circulation of medication error reports, 


promotes safe medication usage for patients and reduces patient harm caused by preventable medication 
errors. 


RATIONALE: 
Correct Answer: 

+ Facilitate collection and reporting of medication incidents - This statement is true. 
Incorrect Answers: 


* Collect data regarding medications - This statement is false as only medication incident data is 
collected. 


* Develops quality improvement programs for use by healthcare communities - This statement is 
false as ISMP conducts this. 


* CMIRPS promotes medication use - This statement is false as CMIRPS promotes medication safety. 


TAKEAWAY/KEY POINTS: 


The CMIRPS is a reporting program to minimize medication incidents and prevent their recurrence. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] The Canadian Medication Incidence Reporting and Prevention System. CMIRPS. https://www.cmirps- 
scdpim.ca/?p=148ula . 


The correct answer is: Facilitate collection and reporting of medication incidents 


According to the ISMP's recommendations, which of the following written order would be considered 
most appropriate? 


Question 7 
1D: 53211 


Corect 


Flag question 


Select one: 
Levothyroxine 125 pg daily * 
Cefi 250 [v 
Sas ne Rose Wang (1D:113212) this answer is correct: This is the correct way of 
expressing the directions. 
Amoxicillin 2.5 cc TID % 
Warfarin 2.0 mg QD X 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the role of the Institute for Safe Medication Practices (ISMP). 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. They 
also have compiled alist of abbreviations, symbols and notations that should be avoided due to the risk of 
error. 


RATIONALE: 
Correct Answer: 

* Cefuroxime 250 mg PO BID - This is the correct way of expressing the directions. 
Incorrect Answers: 


* Levothyroxine 125 ug daily - The problem is that ug could be confused with mg. Therefore, ug 
should be written as mcg. 


e Amoxicillin 2.5 cc TID - The problem is that cc can be confused with u. Therefore, cc should be 
written as mL. 


* Warfarin 2.0 mg QD - The problem is the presence of an unnecessary 0 and decimal point, as well as 
the abbreviation QD. The directions should have been written as “warfarin 2 mg daily’. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that has curated a list of abbreviations that should be avoided due 
to risk of error. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] ISMP Canada Safety Bulletin. Eliminate Use of Dangerous Abbreviations, Symbols, and Dose Designations. 
2006. 6(4). http://www.ismp-canada.org/download/safetyBulletins/ISMPCSB2006-04Abbr.pdf. 


The correct answer is: Cefuroxime 250 mg PO BID 


A hospital director is looking at ways of reducing medication errors. 
Which of the following interventions would be INAPPROPRIATE? 


Select one: 
Computerized medication administration records (CMARs) for nursing staff X 
Purchasing automated dispensing devices X 
Bar coding and unit dose packaging * 
Handwritten physician Y x 
Ren qr E Rose Wang (ID:113212) this answer is correct. Faxing usually reduces 


pharmacy the quality and resolution of an image, thus increasing the likelihood of 
errors. 


Maris for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


Ere Sera ese LE ee NRT RONEN ST 


Question 8 
ID: 53203 


Corect 


Fag question 


(sea reedack 


1Y unusistanu uie TUNE UP Ue MUULE IUI sare WEUILALUN FIALULED (omiry. 


BACKGROUND: 


The ISMP is a non-profit organization that analyzes and promotes safe medication practices by working with 
various stakeholders including pharmaceutical companies, hospitals, and health care providers. ISMP collects, 
reviews and analyzes medication incidents as well as near-miss reports. It then disseminates the information 
for knowledge translation using medication safety alert tools such as the ISMP Canada Safety Bulletin. 

ISMP has educated the public about various topics such as the illegibility of handwritten orders and the 
impacts of faxing which can lead to an error (due to a more distorted image). Computerized MARS allow 
health-care providers to see when a patient has received their medication and when the patient is due for 
their next administration. Bar-coding allows for a double-check, whereas unit-dose packaging minimizes the 
chance of accidental overdose. Robots such as automated dispensing machines can reduce the human error 
involved in filling and dispensing. 


RATIONALE: 
Correct Answer: 


+ Handwritten physician orders faxed to pharmacy - Faxing usually reduces the quality and 
resolution of an image, thus increasing the likelihood of errors. 


Incorrect Answers: 


ration records (CMARs) for nursing staff - Computerized 
MARS allow health-care providers to see when a patient has received their medication and when the 
patient is due for their next administration. 


* Purchasing automated dispensing devices - Automatic dispensers can reduce the human error 
involved in filling and dispensing. 


* Bar coding and unit dose packaging - Bar-coding allows for a double-check, whereas unit-dose 
packaging minimizes the chance of accidental overdose. 


TAKEAWAY/KEY POINTS: 


The ISMP is a not-for-profit organization that helps disseminate important information to the public about 
error-prone activities such as handwritten orders and faxing. 


REFERENCE: 


[1] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[2] Institute for Safe Medication Practices, Original Document Needed to Scan Orders to Pharmacy. 
httos://www.ismp.org/resources/original-document-needed-scan-orders-pharmacy. 


The correct answer is: Handwritten physician orders faxed to pharmacy 


THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


A nurse dispensed Pradaxa® (dabigatran) instead of Plavix® (clopidogrel). The nurse removed the 
medication using an automated dispensing unit. The patient received the inappropriate drug for 2 
days prior to the error being discovered by the clinical pharmacist when reviewing the patient profile. 


Who should be the first individual contacted? 


Select one: 


The patient/caregiver * 
Nurse who made the error % 


The we 
physician Rose Wang (ID:113212) this answer is correct. Once the error is discovered the 


physician should be contacted immediately. 


Institute for Safe Medication Practices X% 


Marks for this submission: 1.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the correct reporting of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 


RATIONALE: 


Question 9 
ID: 53204 


Incorrect 


Correct Answer: 


© The physician - Once the error is discovered the physician should be contacted immediately. 


Incorrect Answers: 
e The patient/caregiver - This is not the first individual to contact. 
© Nurse who made the error - This is not the first individual to contact. 


e Institute for Safe Medication Practices - This is not the first individual to contact. 


TAKEAWAY/KEY POINTS: 


Medication errors should be disclosed to the physician first and appropriate adjustments should be made to 
minimize impacts and prevent future occurrences. 


REFERENCE: 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 


The correct answer is: The physician 


Documentation of this error should be shared with which of the following: 


Select one: 
Hospital's internal medication reporting system *% 
The Pharmaceutical Drugs Directorate (PDD) * 


The hospital's internal medication reporting system and The Institute for Safe Medication Practices Y 


(ISMP) 


The Institute for Safe Medication Practices * 


Tas alia Renn Rose Wang (ID:113212) this answer is 
Mepa niaaa ai incorrect. The PDD is not involved in medication 


error reporting. 


Marks for this submission: 0.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the correct reporting of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 


Internal hospital reporting systems are reviewed by a risk or safety manager, who then coordinates efforts to 
spread knowledge of common errors and prevention strategies. ISMP also collects information regarding 
medication errors, with the intent of improving patient safety by raising awareness. The Pharmaceutical 
Drugs Directorate is not involved in medication error reporting, but rather its role is to regulate medications 
and pharmaceutical devices marketed in Canada. 


RATIONALE: 
Correct Answer: 


* The hospital's internal medication reporting system and The Institute for Safe Medication 
Practices (ISMP) - This is the most correct option. 


Incorrect Answers: 


e Hospital's internal medication reporting system - There is a more correct option. 


* The Pharmaceutical Drugs Directorate (PDD) - The PDD is not involved in medication error 
reporting. 


e The Institute for Safe Medication Practices (ISMP) and The Pharmaceutical Drugs Directorate - 
The PDD is not involved in medication error reporting. 


TAKEAWAY/KEY POINTS: 


Medication errors should be disclosed to ISMP and the hospital's own reporting system to prevent a similar 
error from occurring in the future. 


REFERENCE: 


Question 10 
1D: 53205 


Incorrect 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 

[2] U David. Medication Error Reporting Systems: Problems and Solutions. New Medicine. 2001. 1(2)61-65. 
https://www.ismp-canada,org/download/Medication%20Error%20Reporting%20Systems%20- 
%20Problems%20and%20Solutions.pdf. 

BB] Institute for Safe Medication Practices. A Nonprofit Organization Educating the Healthcare Community 
and Consumers About Safe Medication Practices. http://www.ismp.org/default.asp. 

[4] Health Canada. Pharmaceutical Drugs Directorate. Government of Canada. 
https://www.canada.ca/en/health-canada/corporate/about-health-canada/branches-agencies/health- 
products-food-branch.html 


The correct answer is: The hospital's internal medication reporting system and The Institute for Safe 
Medication Practices (ISMP) 


This medication incident can be categorized as what type of error? 


|. Sound-alike error 
Il, Look-alike error 
Ill. Dispensing error 


Select one: 


lonly * 
y ‘Rose Wang (ID:113212) this answer is incorrect. This is not the most correct option. 

Ul only% 

Idlonly x 


Liland ii YV 


Marks for this submission: 0.0/1.0. 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the types of medication errors. 


BACKGROUND: 


As the pharmacist, you should notify the physician so that he/she can disclose the error to the patient and 
make any necessary medication adjustments if needed. The physician may also decide to let you disclose the 
error to the patient. One of the reasons why the pharmacist is sometimes asked to disclose the error is 
because of their ability to assess the implications of this medication incident on the patient. Everyone is 
responsible for detecting errors including the patient and reporting to the necessary channels to prevent 
future occurrences and minimize harm. 


Firstly, option III is correct because the wrong drug was dispensed. Moreover, Plavix® (clopidogrel) and 
Pradax® (dsbigatran) both sound similar and look similar. In order to solve the issue of sound-alike, the 
name of Pradax® was changed to Pradaxa®. In order to solve the issue of look-alike, tall-man lettering can 
be used to make the drug names look more distinguishable. For example, drug names can be stated as 
pRADAxa® and pLAVix®. 


RATIONALE: 
Correct Answer: 


© 1, Hand Ill - The wrong drug was dispensed. Also, Plavix® (clopidogrel) and Pradaxa® (dabigatran) 
both sound similar and the names also look similar. 


Incorrect Answers: 
* Lonly - This is not the most correct option. 
* Ill only - This is not the most correct option. 


* 1, IL only - This is not the most correct option. 


TAKEAWAY/KEY POINTS: 
Multiple types of medication errors can occur such as dispensing, sound-alike and look-alike. 


REFERENCE: 


[1] Robinson-Wolf Z, Hughes RG. Patient Safety and Quality: An Evidence-Based Handbook for Nurses: 
Chapter 35 Error Reporting and Disclosure. Agency for Healthcare Research and Quality. 
http://www.ncbi.nlm.nih.gov/books/NBK2652/. 

[2] Institute for Safe Medication Practices. Are National Efforts to Reduce Drug Name Confusion Paying Off?. 
https://iww.ismp.org/resources/are-national-efforts-reduce-drug-name-confusion-paying. 

BB] Institute for Safe Medication Practices. Principles for the Application of TALLman Lettering in Canada. 
https://www.ismp-canada.org/download/TALLman/PrinciplesApplication-TALLmanLettering-Mar2016.pdf. 
[4] Drug name alert: potential for confusion between Pradax® and Plavix®. ISMP Can Saf Bull. 2011 May 
27/11 (4):1-2. https://www.ismp-canada.org/download/safetyBulletins/ISMPCSB201 1-04- 

DrugNamedlert PotentialForConfusion PradaxAndPlavix.pdf. 


The correct answer is: |, II and III 


Finish review 
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